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59999 Final Observations $9999

Statement of Licensure Violation:
| 1 of 1 Violation

300.610a)
300.6964a) ,
300.696¢)7)
| 300.1210b) !

300.1210d)3)
| 300.3240a)

Section 300.610 Resident Care Policies |

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shali
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed !
and dated minutes of the meeting. |

Section 300.696 Infection Contro! |

AftachmentA

a) Policies and procedures for investigating, Statement of Licensure Violations

controlling, and preventing infections in the facility
shall be established and followed. The policies
and procedures shall be consistent with and

| include the requirements of the Control of
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Communicable Diseases Code (77 Ill. Adm. Code
690) and Control of Sexually Transmissible
Diseases Code (77 lll. Adm. Code 693).

Activities shall be monitored to ensure that these
policies and procedures are followed.

c) Each facility shall adhere to the following
guidelines of the Center for Infectious Diseases,
Centers for Disease Control and Prevention,
United States Public Health Service, Department
of Health and Human Services (see Section
300.340):

7) Guidelines for Infection Control in Health
Care Personnel

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
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following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Obijective observations of changes in a
resident’s condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident’s medical record.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator,
employee or agent of a facility shall not abuse or
neglect a resident. (A, B) (Section 2-107 of the
Act)

This Requirement is not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to implement infection
control procedures to prevent the spread of
Covid-19 infection by failing to: 1) Immediately
isolate and identify residents (R2, R3, R4, R7)
displaying the symptoms of Covid-19 infection; 2)
Monitor vital signs and provide timely medical
treatment for 7 Covid-19 infected residents (R1,
R2, R3, R4, R5, R6, R7) per Covid-19 policy for
which 4 residents became gravely ill and
subsequently expired; 3) Implement immediate
quarantine protocols for a resident (R8) upon
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readmission to the facility following a
hospitalization; 4) Don and doff PPE (Personal
Protective Equipment) according to policy; 5)
Perform staff Covid-19 screenings prior to
entrance into the facility, and 6) Restrict access to
the Covid-19 Unit from confused, ambulatory,
non-Covid-19 positive residents. This failure has
the potential to affect all 55 residents living in the
facility.

Findings include:

1. R4's closed record review documents the
following in part - A Nursing Note dated 07/28/20
at 3:00am documents the following - "Up to
bathroom, coughing uncontrollably, lung sounds
are clear but does have raspy sound on inhalation
and exhalation. Tussin (cough medication) 10
milligrams given by mouth and tolerated well."
07/28/20 at 3:30am: "Cough subsided and (R4 is)
resting well at this time. Complains of being cold.
Blanket placed on 2 other blankets."

Two additional nursing notes this day document,
"Covid monitoring continues,” with vitals
documented on the 2pm to 10pm shift as being
within normat limits.

R4's Nursing Note dated 07/28/20 on 10P-6A
shift, by V19, LPN, documents an elevated
temperature of 99 degrees Fahrenheit, and
"Increased monitoring for Covid-19, no signs or
symptoms at this time. Will monitor.” At 11:50
PM on this same date, same LPN documents,
"PRN (as needed) Tussin given related to cough.
Will monitor. "Nursing notes dated 07/29/20 and
07/30/20 by V17 (RN) document, "Covid
monitoring continues. Tussin given. No signs or
symptoms of Covid. Will monitor." No
documentation of R4's vitals are noted on these
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dates.

R4's Nursing Note dated 07/31/20 at 5:15 PM
with no nursing signature documents the
following - "Resident lying in bed. Pulse
oxygenation 66% (percent) oxygen applied at 3
liters per nasal cannula, pulse 122, blood
pressure 146/71." There is no documentation of
follow-up vital signs taken or any other notes
documented on this date,

Ré4's Nursing Note dated 08/01/20 at 11:00 AM by
V17 documents at 11:00 AM vital signs were
faken and O2 sats were 54% on room air, and,
"Oxygen applied at 5 liters per nasal cannula
....Call (at) (2:00 PM) to V18 (Physician)" - new
order to send to emergency room for evaluation
and treatment. (Local ambulance service) called
and (R4 was sent to)(a local hospital)." 6:30 PM
note documents V17 spoke to an RN at the
transferring hospital and R4 had been admitted
with diagnosis of pneumonia. There was no
documentation as to why there was a 3-hour
delay in notifying R4's physician of the critical
oxygen saturation levels.

R4's Nursing Note dated 08/02/20 documents
"Increased monitoring for signs and symptoms of
Covid. No signs or symptoms of Covid, will
continue fo monitor.” According to previous
Nursing Notes, R4 was in the hospital at this time,

R4's Nursing Note dated 08/03/20 by V1
documents the facility was notified on that date
that R4 had passed away at the hospital.

R4's Nursing Note dated 08/03/20 documented,
"Positive Covid-19 test result received. " R4's
Certificate of Death Worksheet dated 08/03/20
documents, "Cause of Death: a) acute hypoxic
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respiratory failure, b) bilateral pneumonia; c)
novel corona covid-19 virus infection.”

On 09/04/20 at 10:40am, V1 stated she worked
the 7/28/20 midnight shift, and R4 slept the rest of
the night after cough medicine was given. V1
stated she would not consider R4's cough or a
low-grade temp of 99 degrees Fahrenheit to be a
symptom of Covid. "The cough was not unusual
for her. | do see a problem with waiting 3 hours
in calling the doctor when her oxygen was low."
V1 stated, "Any time you have a low 02 sat and
apply oxygen, you should notify the doctor and
family. Any time a prn (as needed) treatment is
applied we do follow-ups."

On 9/9/20 at 4:20 pm, V1 stated R4 remained in
the same rocom upon admission. V1 stated the
reason R4 was tested for Covid-19 on 7/21/20
was because that's when the facility decided to
test the whole facility because they had wanted to
begin outside visits.

2. R5's Nurses Notes document that from 8/6/20
through 8/17/20, there were zero days in which
the vital signs were checked every four hours,
with no vital signs documented from 08/10/20
through 08/13/20 and none on 08/15/20.

R5's Nurses Notes for 08/17/20 documented that
vital signs were checked at 12:30am, 4:30am,
and 9:00pm. The 9:00pm note documented,
"Poor appetite, diminished iung sounds on both
sides.” R5's 08/17/20 7:30pm Nurses Note
documented, "Called to patient room, upon
assessment noted patient without pulse and
respirations. This nurse initiated CPR
(Cardiopulmonary Resuscitation) while another
staff member called EMS {Emergency
Management Services)."On 08/17/20 7:45pm
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Nurses Note documented, "EMS arrived, verified
patients (deceased) status, at this time called
Coroner." A Death Certificate dated 8/17/20
documented, "Cause of death: Part 1: A)
Inanition. B) Protein/Calorie Malnutrition. C)
Stopped Eating and Drinking. Part 2: Covid-19
Positive Asymptomatic.”

On 09/08/20 at 9:25am, V2 stated the 8/17/20
9pm note was in error and should have been
recorded as 9:00am, not pm. V2 stated staff
should have notified R5's medical provider of the
change in status at 9:00am, although this was not
done. V2 stated prior to having contracted Covid,
R5 had begun to decompensate and had begun
to refuse food. V2 stated R5 was receiving
various nutritional interventions for this issue.

3. R6's record showed a gap in Nurses Notes
documentation from 7/31/20 at 5:30pm until
8/22/20 at 12:12pm. Repeated requests to the
facility to provide this documentation failed to
produce it. There is therefore no documentation
that vital signs were monitored at any time during
that period.

R6's medical record documented an 08/14/20
Lab Result, "Positive for SARS-CO-V-2
(Covid-19)." A Nurses Note dated 08/22/20 at
12:12pm documented, "Resident moved from
Covid Unit to recovery room, No signs or
symptoms of Covid". The next entry is 08/22/20 at
9:15pm documenting, "Resident is deceased.”
There was no documentation in the chart
between 12:12pm to 9:15pm, including any
evidence of vital sign monitoring. R6's Death
Certificate dated 08/22/20 documented, "Cause
of Death: A) Hypertensive Heart Disease. B)
Dernentia."
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On 09/08/20 at 9:25am, V2 stated he did not
remember anything unusual happening with R6
the day she passed away. V2 stated he had been
surprised to hear R6 had passed away.

4. R7's closed record review documents positive
lab result for Covid-19 dated 08/02/20. Facility

Resident infection Control Log documents onset
date of 08/06/20. A nursing note dated 07/31/20

documents increasing monitoring for s/s of Covid.

No s/s of Covid. Will continue to monitor.

R7's record does not contain any documentation
from 08/01/20 through 08/21/20. A hand written
note on R7's August Physician's Order Sheet
dated 08/21/20 documents R7 was, "seen and
evaluated - semi-comatose but comfortable-no
new ordérs at this time." R7's nursing note dated

08/23/20 documents, " Drainage from eyes noted.

Eyes washed.”

Nursing Notes dated 08/24/20 began
documenting at 9:00 AM that R7 was "Not
demonstrating the ability to respond to stimuli,
bilateral bronchi in lungs, no pedal pulses, skin
cold to touch from toes to knees, labored
respirations. Family called and hospice
requested.” A Nursing Note at 10:05 am (late
entry) documents, "Called to room due to (R7)
having no pulse or respirations.” Further Nurses
Notes documentation on 08/24/20 indicated R7
"passed away in the facility."

On 09/04/20 at 10:30am, V1 stated she was
attempting to locate R7's records that had been
misplaced or were in boxes. She stated nothing
was where it was supposed to be due to agency
staff who had been called in to assist during
Covid-19.
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R7's Certificate of Death Worksheet dated
08/24/20 documents R7's Cause of Death as a)
Covid-19; b} dementia end stage.

5. R2's Face Sheet dated 3-22-20 documented
R2 was residing on the facility's Long term Care
Unit. ANurses Note dated 08/17/20 at 10:15pm
documents, "No signs or symptoms of Covid at
this time." A Nurses Note dated 8/17/20 at
10:30pm documented, “Resident up ad-lib,
ambulates per self. Complains of sore throat and
cough at this time. Will continue to monitor.”
There was no accompanying documentation to
indicate R2's medical provider had been
contacted nor that R2 had been placed in
isolation,

R2's Nurses Note dated 8/18/20 at 3:30 AM
documented, "Cough, sore throat, complaining of
sore throat badly. Doctor Communication sent:
(New order received) for labs and chest x-ray."

ANurses Note dated 08/18/20 at 9:30pm
documented, "Received chest x-ray and labs
CMP (Complete Metabolic Panel) and BMP
(Basic Metabolic Panel). Called results to
(Physician Assistant) with no new orders, just to
let her know if any change in symptoms. Will
continue to monitor." Again, there was no
documentation to indicate R2 had been isolated
from other residents. R2's Lab Report with a
coliection date of 8/18/20 and a fina! result date of
08/23/20 documented "Covid Positive.”

A Nurses Note dated 08/23/20 at 2:00am
documented, "(Lab) Report came back positive
for Covid-19." A Nurses Note dated 08/23/20 at
5:45am documented, "Resident moved from
negative Covid unit to Covid Unit."
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R2's Nurses Notes documented there were zero
days between 08/15/20 through 08/31/20 in which
the vital signs were monitored every four hours.
Repeated requests to the facility to provide
Nurses Notes documentation prior to 8/15/20. No
documentation was provided.

On 09/08/20 at 9:25am, V2 acknowledged that
when R2 developed a cough and sore throat, R2
should have been isolated and R2's Physician's
Assistant contacted. V2 stated when R2's lab
returned positive for Covid on 8/23 at 2am, R2
should have been immediately moved to the
Covid unit. V2 stated R2 is ambulatory and
confused, and while on the Covid Unit has
ambulated from her room to the front entrance
foyer to look out the front windows. V2 stated
staff have to encourage her to stay in her room
and remind her to wear a mask if she leaves the
room. V2 acknowledged despite nursing staff
repeatedly being told to monitor each resident's
vitals every four hours, there are instances of it
still not being done.

6. R3's medical record documents she currently
resides in a room on the Covid-19 unit, having
been moved to this location on 08/26/20 following
a report by the lab that R3 tested positive for
Covid-19. Prior to moving to the Covid-19 unit,
R3's nursing notes include the following in part -
08/16/20 at 5:05 AM by V19 (LPN, Licensed
Practical Nurse) - Vital signs documented with
“Oxygen saturation (02 sat) at 90.1% (percent)
on room air. No signs or symptoms of Covid. Wil
continue to monitor.” 08/16/20 at 5:05 AM by V19
- "02 sats at 90.1% on room air." 08/16/20 at 4:30
PM by V20 (Registered Nurse) - "O2 sats at 90%
on room air." 08/17/20 at 10:00 AM by V20 - "02
sats at 90% on room air.” There is no
documentation of oxygen being applied, or of a

STATEMENT QOF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
1L6001531 8. WING 09/15/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
#5 DOCTORS PARK
MOUNT VERNON HEALTH CARE CENTER
o MOUNT VERNON, IL 62864
{X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECT ION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
$9999 | Continued From page 9 §9999

llinois Department of Public Health
STATE FORM

g

24CR11

If continuation sheet 10 of 20




PRINTED: 11/19/2020

. FORM APPROVED
lllinois Department of Public Health _
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
IL6001531 B. WING 09/15/2020

NAME OF PROVIDER OR SUPPLIER

MOUNT VERNON HEALTH CARE CENTER

MOUNT VERNON, IL 628¢4

STREET ADDRESS, CITY, STATE, ZIP CODE
#5 DOCTORS PARK

SUMMARY STATEMENT OF DEFICIENCIES

follow-up O2 sat being checked on these dates.

A Nursing Note dated 08/25/20 at 11:30 PM by
V22 (LPN) documents, "Notified by lab R3 is
positive for Covid-19." A Nursing Note dated
08/26/20 at 4:50 AM by (illegible, unknown LPN) -
*(R3} was received into the Covid-19 Unit for
isctation due to positive results.”

R3's record indicates there was a 5 hour and 20
minute delay in transferring to the Covid-19 unit
after staff received notification from lab R3 tested
positive. 08/26/20 at 4:50am was the final
documentation in R3's record, with no indication
R3's vital signs were being monitored every four
hours.

On 09/04/20C at 9:32am, V1 stated she would
have expected the nurses to have applied
oxygen, documented this, and rechecked her 02
sats, and would also have expected a call to R3's
hospice team, doctor, and an update to R3's
family. V1 stated she also could not read the
name of the staff who authored the 08/25/20
11:30pm Nursing Note, but she believes it to be
an agency nurse. V1 stated she's not sure why
there was a delay in R3 being moved because
the Covid unit was ready. V1 stated she believed
it may just look like there was a delay due to the
time the agency nurse charted on 08/26/20.

7. R1's Lab Result with a collection date of
08/19/20 and a final result dated 08/25/20
documented, "Covid-19-Positive." Nurses Notes
documented there were zero days between
08/13/20 and 08/31/20 in which the vital signs
were monitored every four hours. Throughout the
duration of the survey, repeated requests were
made to the facility to provide Nurses Notes
documentation prior to 8/13/20 for R1. No
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documentation was provided.

On 09/01/20 at 8:20 AM, V1, Administrator, and
V2 (Acting Director of Nursing - DON/Infection
Control Preventionist - ICP) stated there are
currently three residents housed on the facility's
Covid Unit. V1 and V2 stated due to having
current positive cases of Covid in the building, all
residents in the facility are to have their vital signs
checked at least every four hours during waking
hours.

8. On 09/03/20 at 10:20 AM, V1 stated the facility
had one resident {R8) on guarantine in his room
due to a recent return from the hospital.

On 09/03/20 at 11:42 AM, R8 was observed in his
room dressed and up in wheelchair. At 11:44
AM, R8 was observed self-propelling his
wheelchair out of his room and down to the
nursing station where this surveyor stood. R8
told staff he wanted to lay down. Staff told R8 he
was going to get funch soon. When asked when
R8 had returned from the hospital, V15 (LPN)
stated she was not R8's nurse, but would go get
him.

At 11:48 AM, V16 (RN) introduced himself and
stated he was R8's nurse. When asked if R8 had
been out to the hospital and returned recently,
V16 stated yes, he's been back 5 days. When
asked if R8 was on any kind of quarantine, V16
stated he just learned today (9/3/20) from V2 that
R8 was supposed to be on quarantine. V16
stated he has only worked at this facility for 5 '
days but had been taking care of R8 during that
fime. V16 stated he had just reviewed the policy
and quarantine means they are to stay in their
room. V16 further stated that R8 had been doing
everything a resident not on quarantine would do i
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with activities of dally living and going to the
dining room. When asked if he wouid have
expected to be notified upon R8's readmission to
the facility he was to be quarantined for 14 days,
V18 stated, "l would expect to be notified that one
of my residents was on quarantine. This is only
my 5th day and | came from a facility that was
very strict.”

A Covid-19 Assessment Sheet note dated
09/03/20 at 11:30 AM, V17, RN, documents RS is
"Quarantined to room. Will continue to monitor.”

A Nursing Note section on the Covid-19
Assessment Sheet dated 09/03/20 at 6:30 PM

' documents R8 was "Up to dining room in

' wheelchair, appetite good."

| On 09/04/20 at 8:20 AM, V2 stated he was
notified by a second shift nurse on 08/29/20 that
R8 had returned from the hospital and was being
placed on quarantine in his room. V2 stated
report is given between shifts and there is a
resident status binder at the nursing station to
refer to. When asked why staff would have
stated they were not aware until 09/03/20 that R8
was on quarantine, V2 stated he didn't know.
The facility map illustrates "Covid + Red Zone"
rooms are mapped out. The rest of the facility is
marked as "Yellow Zone Recovery," which
includes both the Alzheimer's and Long-Term
Care unit. V1 and V2 explained the facility is
basically split into three sections, the Covid
positive rooms, the Alzheimer's/Covid recovery
unit, and the Long-Term Care side. When asked
how non covid related isolation needs are met,
they stated there are currently no residents on
isolation other than the 3 covid positive residents
housed on the Covid Unit. When asked where
they quarantine residents who are in and out of
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the facility for appointments or return from a
hospital stay, they stated that resident is
quarantined in their room for 14 days.

9. On 09/01/20 at 8:00 AM, the surveyors were
met at the facility's main entrance by V3 (Unit
Aide). V3 stated she was responsible for
screening staff who utilize that entrance and are
working on the facllity's Covid-19 unit. V3 stated

+ she would need to take the surveyors

temperatures but would need to find a working
thermometer. V3 stated the two staff working on
the Covid-19 unit that day, V4 (Licensed Practical
Nurse/LPN), and V23 (Certified Nursing
Assistant/CNA), were agency staff who brought
their own thermometer and took their own
temperatures when they came in that day. While
V3 completed the Covid-19 checklist questions
with the surveyors and put the completed forms in
a binder, the surveyor asked to see the screening
documentation for V4 and V23. V3 was only able
to produce a document for V23 from the binder
and not V4.

On 09/01/20 at 8:10 AM, V1 (Administrator)
stated she screened herself when she came into
the facility that morning. V1 stated she was not
aware of anything in the regulations stating staff
could not self-screen. V1 produced the screening
form from her desk rather than from facility
screening binder, V1 stated all staff are to be
screened before coming into the facility before
their shift, and again four hours into their shift. V1
stated V3 is stationed at the Covid-19 unit
entrance this day, with V24 (Unit Aide) stationed
at the main employee entrance by the time clock,
and they are the staff members responsible for
screening.

On 08/01/20 at 8:15 AM, V4 (LPN) was working
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on the Covid-19 unit and stated she was
screened by V3 this morning. When asked to
see her thermometer, she pulled out a digital
"temple touch” from her bag. When asked to
take her temperature, V4 got a reading of 95
degrees Fahrenheit with three attempts. When
asked where her screening paper was, she stated
V3 had it.

On 09/01/20 at 9:25am, V23 Unit Aid, stated she
and her boyfriend V7, Dishwasher, came in at the
same time that morning. V23 stated she
performed V7's screening and V7 performed
V23's screening. V23 stated it is the individual
employees’ responsibility to make sure they are
screened prior to their shift and again four hours
into the shift, which for most employees occurs at
their break or lunch. V23 stated to keep track of
who has been screened, she looks through the
binder, and if there are any blank spaces and she
knows the employee is there that day, she goes
and finds the employee and screens them. V23
stated employees beginning their shift without
being screened occurs on a regular basis. V23
stated an example of this is that when V23 came
to work on 08/31/20, she noticed while looking
through the screening binder that one of the
dietary staff had not been screened, although V23
had seen the staff member in the kitchen. V23
stated she gets to work at 7:30am to 8:00am
each morning, and V23 is not sure who is
responsible for screening staff who come in
before that time.

On 09/03/20 at 11:20am, V12 (Housekeeping
Supervisor/Certified Nursing Assistant{CNA)),
was observed at the facility's main
entrance/Covid Unit Entrance. V12 stated she
was the staff member responsible for screening
that day. V12 checked the surveyor's temperature
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using a thermal scanning type thermometer. The
surveyor's temperature registered 87 degrees
Fahrenheit. V12 then started {o take the other
surveyor's temperature with the same device,
When the surveyor questioned the validity of the
result, V12 then rechecked the surveyor's
temperature which then registered at 94.5
degrees Fahrenheit. When this result was again
questioned, V12 acknowledged perhaps the
thermometer was not working properly, but made
no effort to obtain a different thermometer and
recheck the result. V12 did not review the Covid
Screening Checklist with the surveyors as V3 had
done on 09/01/20.

10. On 09/01/20 at 8:20am, the entrance door to
the Covid-19 unit had signs documenting,
"Stop-Entrance Restricted-See Nurse.” This door,
which is adjacent to the main foyer and
Administrators office, was standing open. On this
unit was noted an uncovered linen cart. V12 was
observed cleaning handrails on this unit. V12 was
wearing a gown, gloves, N95 mask, and a face
shield. V12 stated when leaving the unit, staff are
fo go into the beauty shop, which connects the
unit to the foyer/front entrance, doff PPE and
wash their hands at the sink. After this interview,
V14 was observed leaving the unit through the
open entrance door and going into V1's office
located inside the foyer, without first doffing PPE
and handwashing. V14 then came back onto the
unit through the open unit entrance door.

On 09/01/20 at 8:30 AM, a sign documenting,
"Isolation-See the Nurse" was observed on R1's
door. V23 (CNA} was observed in the room. V23
stated R1 is on contact and droplet isolation due
to being positive for Covid-19. V23 stated this
means staff are to don gown, gloves, an N95
mask, and a face shield before entering the room.
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V23 was not wearing a face shield and stated she
left it in her bag. V23 then went to the foyer to
retrieve the face shield without first doffing PPE
and handwashing. V17 then re-entered the unit
through the open entrance door.

11. On 09/03/20 at 11:33am, V12 stated that she
is the Covid Unit CNA today, and that V1 is acting
as the Unit nurse. V12 stated she was
functioning as Unit CNA and also Housekeeping
Supervisor that day. The surveyor observed a
door on the unit that opens into the dining room of
the facility in which residents from the dementia
unit were observed preparing for lunch service.
This door was noted to be unlocked. V12 stated
the door is kept unlocked. V12 stated although no
ambulatory residents have accessed the Covid
unit from the dining room, V12 acknowledged it is
possible that they could. The plastic tarp wall
separating the Covid unit from the Long Term
Care unit, which had been intact on 09/01/20,
was noted to have come untacked and was
allowing about 2 feet of airflow at both the top and
bottom of the tarp, as well as a six inch gap on
one side. On the other side of the tarp, an
ambulatory resident could be seen walking in the
hall of the Long Term Care Unit, within six feet of
the tarp wall. This was pointed out to V{2, who
stated residents on the other side who self-propel
in wheelchairs probably loosened the tarp
accidentally, and V12 stated she would have to
tell maintenance it needed to be fixed. From
11:33am to 12:20pm, no observations were made
of V12 calling maintenance, nor of maintenance
repairing the tarp.

On 69/10/20 at 2:30pm, V18, Doctor of
Osteopathy/Medical Director, stated he and V25,
Advance Practice Nurse, have been doing
telemedicine with the facility's residents for the
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PROVIDER'S PLAN OF CORRECTION |

-1 A Notification for Change in Resident or Status

past few months due to Covid-19 precautions.
V18 stated his expectation is that any resident
exhibiting the symptoms of Covid-19 infection
should be isolated and their medical provider
called immediately, and all infection control
precautions should be foliowed to protect the
residents, including proper use of PPE and hand
hygiene. V18 stated when R4 presented with the
low O2 sat, he or V25 should have been
immediately contacted. V18 stated residents vital
signs should be monitored every four hours and
anything not within normal limits should be
immediately addressed with the medical provider.

On 09/11/20 at 12 pm, V25 stated she was
unaware R4 had the low O2 sat prior to her being
contacted. V25 stated the facility should have
immediately notified her or V18. V25 stated she
was aware of problems with the facility not
monitoring residents vital signs per policy as the
issue has presented itself during telemedicine
appointments, with vital signs often not being
available.

Policy dated 12/7/17 stated, "The facility and/or
facllity staff shall promptly notify appropriate
individuals( ...ie (the resident's)physician) of
changes in the resident's medical/mental
condition and/or status ... {including) any
symptom, sign or symptom that is sudden in
onset, a marked change(ie more
severe}..,(and/or) unrelieved by measures already
prescribed, {including) symptoms of an infecticus
process.”

A Covid-18 Control Measures Policy with an
initially dated 03/04/20 and a revision date of
08/26/20 documented, "Purpose: To prevent

transmission of the Covid-19 Virus and to control
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taste and/or smell .

I outbreaks. Symptoms: Fever, cough, shortness
of breath, nasal congestion, runny nose, sore
throat, diarrhea/vomiting, extreme fatigue, muscle
| pain, loss of taste/smell ....PPE(Required):

' Require direct care staff and other staff members
| that may have close contact with residents to
wear face masks, (and) eye
protection(goggles/shield). All staff is to perform
hand hygiene when exiting a residents room,
after direct contact with residents or potentially
contaminated surfaces(high touch areas).
Contact Precautions: Implement when a resident
is suspected of having any fever, respiratory
symptoms, sore throat, nausea, vomiting,
diarrhea, extreme fatigue, muscle pain loss of
...change gloves and gown
after contact with a resident and perform hand
hygiene. Remove PPE when leaving a residents
room. Monitoring and Surveillance-Residents:
Monitor all residents for new onset of fever,
cough, shortness of breath, sore throat, nausea,
vomiting, diarrhea, extreme fatigue, muscle pain,
and loss of taste or smell. Initiate contact and
droplet (isolation) precautions for residents with
respiratory symptoms, fever, sore throat ....Initiate
temperature, pulse, respirations, and pulse
oximetry every four hours and blood pressure
every eight hours if a resident tests positive for
Covid-19 or if residents have sign/symptoms of
Covid-19. Monitoring and
Surveillance-Employees: Screen all employees
prior to the beginning of their shift and every four
hours ....Screen all essential consultants and
contracted staff upon entrance to the facility.
Admissions and Readmissions: Newly admitted
and readmitted residents whose Covid status is
unknown should be placed in a private room and
all recommended Covid-19 PPE should be worn

| during care ...residents are to remain in a private
| room under observation for 14 days. Cohoriing of
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Residents: Identify space within the facility to be
dedicated to monitor and care for residents with
Covid-19. Ideally, this space should be physically
separated from other rooms that house residents
without Covid-19. Counsel all residents to restrict
themselves to their room as much as possible.”

An Infection Control Surveillance and Monitoring
Policy with a revision date of 12/7/18
documented, "Monitoring of the day to day
operation of the Infection Control Program will be
conducted by the DON. Inciuded in these duties
are: ...C) Follows up on documentation of, and
reporting of infection to physicians, through direct,
random inspection of the clinical record with
respect to: ...2) Evaluation of parameters involved
in assessment of physical condition, are
evaluated and reported as appropriate(vital
signs..etc). "

A Room Roster dated 09/01/20 documented 55
residents living at the facility.

(A)
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